Background
Influenza is an acute, usually self-limiting, febrile disease caused by infection with influenza A or B virus that occurs in seasonal outbreaks. Its clinical spectrum ranges from asymptomatic to life-threatening illness. Swine influenza A (H1N1) infection was the first pandemic of the 21 st century which began in Mexico at the beginning of 2009 and has spread rapidly throughout the world [1] . Many patients with respiratory failure and severe pandemic influenza A (H1N1) pneumonia were young, obese, and diabetic, with preexisting lung disease as significant comorbidities. A number of pregnant women were also affected by this condition. The protective effect of older age has been attributed to preexisting cross reactive antibodies in older people from prior exposure to similar viral strains [2] . Risk factors for increased mortality included immunocompromised patients and recipients of solid-organ transplants (SOT), who were prone to severe pneumonia from influenza A (H1N1) viral infection [1] . However, data on the outcomes from the 2009 pandemic in recipients of SOT, including patients after kidney transplantation, are very limited. In general, 57% to 70% of SOT recipients with influenza were hospitalized, with 13-20% ICU admission rate [1, 3] . In a multicenter cohort study of adult and pediatric transplant recipients with confirmation of influenza A infection, 10 out of 21 ventilated patients had passed away [1] . Similarly, in the retrospective analysis of pandemic influenza infection in a group of SOT recipients in Argentina, six out of nine ventilated patients in ICU had died. All deaths were directly attributed to flu infection [4] .
ARDS can be diagnosed, provided cardiogenic pulmonary edema or alternative causes of acute hypoxemic respiratory failure and bilateral infiltrates are excluded [5] . The Berlin definition of ARDS requires all of the following: respiratory symptoms beginning within one week from a clinical insult, bilateral opacities consistent with pulmonary edema must be present on a chest radiograph or computed tomography, and respiratory failure could not be fully explained by cardiac failure or fluid overload [5, 6] . Severity of hypoxemia defines the extent of ARDS by the ratio of arterial oxygen tension to a fraction of inspired oxygen (PaO 2 /FiO 2 ). Severe ARDS means PaO 2 /FiO 2 £100 at positive end-expiratory pressure (PEEP) ³5 cm H 2 O. Clinically, the acute phase of ARDS is characterized by cyanosis, hypoxemia, pulmonary edema, and marked respiratory failure over time, resulting in multiorgan failure and high mortality rates (up to 60%). In addition to influenza A virus, numerous disorders can cause ARDS: sepsis, pneumonia, trauma, and aspiration of gastric content [7] .
Little is known about severe influenza A (H1N1) infection in immunocompromised patients, including transplant recipients. We report series of five cases with influenza A (H1N1) associated ARDS in patients after kidney transplantation.
Case Report
Five adult patients who were post-renal transplantation with progressive respiratory failure were admitted to the ICU between February 2016 and April 2016. Their age range was 59-65 years; two were women.
Three patients underwent cadaveric kidney transplantation more than 12 months prior to admission to the ICU (6, 12, and 17 years prior to admission); the remaining two patients were in an early post-transplantation period (20 days, 22 days). Median time from transplantation was 84 months.
Kidney transplantations had been performed for end stage renal disease (ESRD) resulting from: pyelonephritis, diabetic and hypertensive nephropathy, autosomal dominant polycystic kidney disease (ADPKD), and chronic glomerulonephritis. At the time of diagnosis, three patients were on triple drug immune suppression, and two patients received double therapy. All the patients had numerous medical conditions. Patient comorbidities are summarized in Table 1 .
Most patients presented with fever, dry cough, dyspnea, and malaise. Symptom onset preceded hospitalization by five to 14 days. None of the patients had ever received an annual influenza vaccine. Prior to admission to the ICU, negative results of rapid influenza diagnostic tests were obtained (NADAL ® Influenza A+B, Nal von Minden GmbH, Germany). On admission to the ICU, all patients were in septic shock requiring vasopressor support with APACHE II score ranging from 20 to 34 points, SOFA score ranging from 5 to 13, SAPS II score ranging from 49 to 70, and all GCS scores were 15. All patients initially received empiric broad-spectrum antimicrobial therapy for suspected bacterial infection, and bronchoscopy with bronchoalveolar lavage (BAL) was performed. Treatment with oseltamivir (75 mg twice a day) was initiated one to five days post ICU admission, before the results of RT-PCR were available. Oseltamivir resistance in influenza A (H1N1) virus was not tested. Immunosuppressive agents were stopped on the first day in the ICU, however all patients received systemic corticosteroids. Pneumonia was diagnosed based on respiratory symptoms and bilateral infiltrates seen on chest radiographs/CT scans. The diagnosis of influenza A (H1N1) viral infection was made based on a positive result of RT-PCR from specimens collected from the BAL. All patients had initial false-negative rapid antigen tests from nasopharyngeal swabs. Cytomegalovirus polymerase chain reaction (CMV PCR) was negative. All patients required tracheal intubation and mechanical ventilation for acute hypoxemic respiratory failure. Mechanical ventilation was managed according to the protective ventilation strategy, with low tidal volume ventilation (6 mL/kg IBW) and end-inspiratory airway pressure lower than or equal to 30 cm H 2 neuromuscular blocking agents (in two cases), and prone positioning (in three cases). Mean PaO 2 /FiO 2 on the day of ICU admission was 110.4±27.7. Two patients had severe ARDS and three patients had moderate ARDS on the first day in the ICU. All patients were consulted with the reference center for extracorporeal membrane oxygenation (ECMO), but because of immunosuppression and critical condition needs, they were disqualified from this form of rescue therapy. Of all five ARDS cases, bacterial cultures within the first 24 hours following ICU admission was positive in three patients. Of these, gram-positive pathogens prevailed in one patient (in blood cultures), and gram-negative pathogens in the remaining two patients (in BAL and in urine cultures). From the first to the second day all five patients received continuous renal replacement therapy (CRRT) -continuous veno-venous hemodialysis -due to kidney graft dysfunction with creatinine level at average of 2.6±2.3 mg/dL. ICU stays ranged from 10 to 47 days. ARDS progressed and the patients developed multiple organ dysfunction syndrome. All of the patients died after an average of 18.0±16.2 days of treatment in the ICU.
Discussion
Fulminant progression of viral pneumonia culminating in ARDS proves that the immunosuppression represents an enormous risk factor for serious pulmonary complications of infection with the influenza A (H1N1) virus. In the general population, ARDS complicates up to 55% of influenza pneumonia in hospitalized patients and carries a mortality of 40-46% [8] . In the population of SOT recipients with 2009 viral influenza A (H1N1) pandemic pneumonia, mortality in ICUs was reported to be 47% to 66% [1, 4] . Over a three-month period in 2016, our ICU managed five patients after renal transplantation with severe influenza A (H1N1) infection complicated by ARDS, with five fatal outcomes. Several factors could have contributed to such high mortality in the case series presented.
Initial critical conditions described by mean SOFA scores (8.6±3.2), APACHE II scores (26.2±5.2), and SAPS II scores (60.8±8.2) probably added to the high mortality seen in these patients. Moreover, all patients were in septic shock with graft dysfunction requiring CRRT. Previous studies showed that in a mechanically ventilated general population of patients with influenza A (H1N1) infection, that high APACHE II scores, low PaO 2 /FiO 2 , use of inotropes, requirement of renal replacement therapy, and need for prone positioning were independent predictors of hospital mortality [9] . Additionally, acute kidney injury was a common complication of severe 2009 influenza A (H1N1) infection in patients admitted to ICUs. Influenza A (H1N1) infection was reported in up to one third of patients, and was associated with increased mortality [10] . Similarly, Smud et al. found a significant association with allograft dysfunction in severe cases admitted to the ICU compared to those with the mildest course of infection [4] . Other significant predictors of unfavorable outcomes in SOT recipients with influenza APACHE II -Acute Physiology and Chronic Health Evaluation II; ARDS -acute respiratory distress syndrome; BAL -bronchoalveolar lavage; BMI -body mass index; BPH -benign prostatic hyperplasia; CAD -coronary artery disease; COPD -chronic obstructive pulmonary disease; CRP -C reactive protein; CRRT -continuous renal replacement therapy; CT -computed tomography; CXR -chest X-ray; DM -diabetes mellitus; GERD -gastroesophageal reflux disease; HTN -hypertension; KTx -kidney transplantation; MI -myocardial infarction; PaO 2 /FiO 2 -ratio of arterial oxygen tension to a fraction of inspired oxygen; PCT -procalcitonin; SAPS II -Simplified Acute Physiology Score II; SOFA -Sequential Organ Failure Assessment; TMP/SMX -trimethoprim-sulfamethoxazole. A (H1N1) infection were septic shock at presentation, pneumonia and secondary/concomitant pulmonary infection, and diabetes mellitus [3] . In our case series, two of five patients suffered from diabetes, but all had many others concomitant conditions (see Table 1 ). Additionally, one patient suffered from bacterial pneumonia (P. aeruginosa as identified from collected BAL). It has also been reported that influenza appears to be most dangerous in the early post-transplant period (<three months) [3] . In our case series, two patients were admitted to the ICU at 20 and 22 days after renal transplantation. Both had severe ARDS with PaO 2 /FiO 2 <100 and APACHE II scores of 34 and 28, respectively. Although there is no clear evidence, some authors suggest that the influenza A (H1N1) viral infection in renal transplant recipients might have a more severe presentation than in the general population [11] .
Another factor explaining high mortality in our case series was a delay in antiviral therapy. Previous studies have shown that starting antiviral treatment within 48 hours of symptom onset was associated with a decrease in admission to the hospital and ICU, reduced need for mechanical ventilation, and lower death rate [1] . Indeed, prior to ICU admission, our patients were hospitalized three to 22 days in other units, where diagnostics were initiated. All patients had negative rapid influenza bedside test results, which was a reason for the delay in administering antiviral therapy. Lai et al. (2010) has reported suboptimal sensitivity of rapid antigen testing for influenza [12] . Hence, clinicians should be aware of the possibility of false-negative results of rapid influenza diagnostic tests (particularly enzyme immunoassay). Early antiviral therapy is associated with better outcomes, and is the only modifiable prognostic factor [3] . Although sporadic, resistance of the virus to oseltamivir could also be a cause of fatal outcomes. First isolated cases of oseltamivir resistance were reported in a renal transplant recipient with a rapid-onset severe primary viral influenza A (H1N1) pneumonia [13] . Similarly, rapid selection of resistance during oseltamivir therapy (9-14 days) were described in immunocompromised patients during the 2009 influenza A (H1N1) virus pandemic [14] . We did not test for virus susceptibility in our patients.
Importantly, none of the patients had received influenza vaccines. Neither those patients who had been transplant candidates for a short time, nor those who were many years post renal transplantation, had received influenza vaccinations. Guidelines for Vaccination of Solid Organ Transplant Candidates and Recipients from 2009 recommended that all potential candidates for solid organ transplantation and SOT recipients should receive inactivated influenza vaccine annually [15] . Given the high rate of complications of influenza infection, especially in the early post-transplant period, administration of the influenza vaccine may be considered after the first month of the transplantation [3, 15] . In a multicenter study carried out in SOT recipients with confirmed influenza infection, 53% had received one dose of the 2010-2011 trivalent seasonal influenza vaccine. Although influenza vaccination did not preclude symptomatic influenza, it reduced the risk of pneumonia by 70% [16] . Our experience strongly supports systematic vaccination of wait-listed renal transplant candidates and renal transplant recipients.
The present study had some limitations. We described a relatively small sample size in one tertiary care hospital and in one seasonal flu outbreaks. Thus, our findings may have limited generalizability and require replication in multicenter prospective studies.
Conclusions
It is essential to consider influenza in the differential diagnosis of pneumonia during the influenza season in renal transplant recipients. Prevention of infection by immunization, combined with early identification (using RT-PCR) and prompt antiviral treatment might be critical in determining mortality rates.
